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Abstract
Stroke is a medical emergency with ischaemic stroke being the commonest type world-
wide. Hypertension has been identified as the leading modifiable risk factor globally. 
The management of acute ischemic stroke is fast changing due to the advancement in 
technology and the introduction of intravenous recombinant tissue plasminogen activa-
tor. There is a limited time window for early intervention to salvage the ailing neurons. 
The first 24 hours of presentation is therefore crucial in management. Early recognition of 
stroke symptoms with rapid intervention can lead to a favourable outcome. Specialized 
care during the acute phase in the intensive care or stroke unit can improve the overall 
prognosis.
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1. Introduction
Stroke has been defined by the World Health Organization as “rapidly developing clinical 
signs of focal (at times global) disturbance of cerebral function, lasting more than 24hours or 
leading to death with no apparent cause other than of vascular origin” [1].
Stroke is a neurologic emergency with poorer prognosis in blacks [2, 3]. It represents one of 
the major causes of morbidity and mortality globally and ranks third as the most common 
cause of mortality in developed countries resulting in long term disability and accounting for 
4.4 million deaths in the world [4, 5]. The severity of stroke varies widely, ranging from full 
recovery on one hand to both fatal and non-fatal events with neurological deficits and func-
tional disabilities on the other hand [5–7].
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Risk factors for stroke have been classified as modifiable and non-modifiable. The non-mod-
ifiable factors include sex, age, race, family history, genetic and low birth weight while the 
modifiable risk factors include hypertension, diabetes mellitus, hyperlipidaemia, atrial fibril-
lation, smoking, obesity, carotid artery disease, hyperhomocysteinemia, hypercoagulable 
states and select biomarkers [8].
Stroke increases sharply with age and the incidence of a first time stroke is about 200 per 
100,000 annually with a prevalence of 5–12 per 1000 population. Stroke mortality rate is dif-
ferent among countries ranging from 20 to 250 per 100,000 populations annually [9]. In the 
UK about 90,000 females and 60,000 males die from stroke yearly with the approximate cost 
of stroke to NHS and social services being £2.3bn annually [10]. The risk of a recurrent stroke 
is very high among survivors. About 14% of patients who survive a stroke or TIA will have 
a recurrence in the first year; 22% of males and 25% of females will have mortality in the first 
year of an initial stroke and more than half of all stroke patients experience mortality within 
8 years [5].
2. Classification
Stroke is classified into two major types: Ischaemic and haemorrhagic. Ischaemic stroke is by 
far the commonest, accounting for 85% of all strokes while haemorrhagic stroke accounts for 
15% of strokes - intracerebral 10%, subarachnoid 5% [5].
Ischaemic stroke is the leading worldwide cause of morbidity and mortality in the devel-
oped world. About 8–12% of patients die within 30 days of their first stroke and those 
that survive the first attack are at increased risk of a recurrence [11]. Ischaemic stroke is 
caused by atherosclerotic vascular disease leading to occlusion and stenosis of major intra-
cranial or extracranial arteries and constriction of small penetrating arteries of the brain. 
Cardioembolic stroke due to myocardial infarction is usually due to atherosclerosis of the 
coronary arteries. The resulting ischaemia leads to direct brain insult because of inade-
quacy of flow, hypoxia and metabolic substrate and institutes a cascade of neurochemi-
cal processes causing continuous damage within hours. Treatment of ischaemic stroke has 
been with the use of drugs such as fibrinolytic agents, anticoagulants and antiplatelets to 
improve blood supply to the brain. Prevention of stroke both at the primary and secondary 
levels is now possible because of availability of various safe and successful interventions 
directed at high risk individuals [5, 12].
3. Clinical presentation
Patients present with abrupt onset of focal neurological deficit such as facial paresis, arm drift, leg 
weakness and abnormal speech [13]. Although patients with acute ischaemic stroke do present 
with headache, vomiting, seizures, depressed level of consciousness; these symptoms are com-
moner in patients with haemorrhagic stroke. It is difficult, on the basis of clinical presentation, 
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to distinguish intracerebral haemorrhage from ischaemic stroke as they may look alike [14]. The 
duration of stroke onset should be noted as this is crucial in defining treatment options. Past med-
ical and drug history (e.g heroin, amphetamines, and cocaine) should be obtained. History of vas-
cular risk factors such as obesity, hypertension, hyperlipidaemia, diabetes mellitus, and smoking 
should also be obtained. The initial neurological assessment of the patient should be brief but 
detailed. Different stroke scales such as National Institutes of Health Stroke Scale (NIHSS) can 
be employed as this helps in determining the severity of the stroke [15]. Assessment of airway, 
breathing and circulation may precede a thorough evaluation of the stroke patient. A compre-
hensive physical examination is carried out by the attending physician or the stroke team. This 
may reveal an irregular pulse, bradycardia, cardiomegaly or heart murmurs. The blood pressure 
should also be checked [16].
4. Investigations
Besides doing basic investigations such as carotid Doppler, pregnancy test, full blood count, 
fasting lipid profile, blood sugar, serum homocysteine, serum electrolyte, urea and creatinine, 
coagulation studies (PT/INR/PTT), liver function tests, Haemoglobin AIc, electrocardiogra-
phy (ECG), electroencephalopathy (EEG), toxicology screen, cardiac enzymes (CK,CK-MB, 
TROPONIN I and T) a brain Computed Tomography/Magnetic Resonance Imaging (CT/MRI) 
Scan is also required as this is the single most important investigation to help exclude a cere-
bral haemorrhage and stroke mimics. It confirms the diagnosis of ischaemic stroke allowing 
for prompt treatment of the condition. Increase in both cardiac Troponin T and Troponin I 
have been found to be associated with stroke severity and poor clinical outcomes [17, 18].
5. General supportive care
Issues to be focused on include: Airway management, hydration, increased intracranial pres-
sure (ICP), Blood pressure control, Blood sugar control, Temperature.
5.1. Airway management
Coma is uncommon with ischaemic stroke patients. Patients who have neurological decline 
with reduced level of consciousness have challenges in maintaining their airway due to loss 
of protective reflexes [19]. This can result in aspiration, hypoxaemia or hypercapnia that may 
increase intracranial pressure by causing cerebral vasodilatation. The role of oxygen therapy 
in ischaemic stroke has been controversial due to failure of three clinical trials of hyper-
baric oxygen to demonstrate efficacy. Supplemental oxygen can be administered at a dose 
of 10-15 L/min if there is evidence of hypoxia by pulse oximetry. This was shown to slow 
down the process of ischaemia and extend the therapeutic time window for thrombolysis 
[20, 21]. Patients with depressed level of consciousness should be intubated to avoid the risk 
of aspiration [22].
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5.2. Hydration
Patients with ischaemic stroke should be routinely hydrated with isotonic saline. This helps 
ensure adequate perfusion to the ischaemic penumbra and may prevent infarct extension. 
Hypotonic solutions should be avoided as this may lead to increased cerebral oedema.
5.3. Increased intracranial pressure (ICP)
The head of the bed should be elevated at 30 degrees. Other measures to reducing ICP include 
administration of 0.5-1 g/kg of 20% mannitol as a bolus. Infusion of hypertonic saline solu-
tion (23.4%) can also be administered at a dose of 0.5–2.0 ml/kg as an alternative to mannitol 
especially in the setting of hypotension. Hyperventilation to a pCO2 of 28-35 mmHg has also 
been employed as a measure in reducing ICP.
5.4. Blood pressure management
High blood pressure is a frequent occurrence in acute ischaemic stroke. Although blood pressure 
declines spontaneously within 90 mins after stroke onset [23], about one third of the patients 
continue to have hypertension with an increased risk of poor outcome [24, 25]. The mechanisms 
implicated for the increase in blood pressure are multifactorial and include a previous history 
of hypertension, release of endogenous catecholamines, raised intracranial pressure (Cushing’s 
reflex), infection, “White coat hypertension effect”, prior alcohol intake, pain from urinary 
retention, impaired baroreceptor sensitivity and stress relating to hospitalization [25–29].
Hypotension, though uncommon in acute stroke, correlates with a poor clinical outcome. 
Causes implicated include infection, cardiac failure, arrhythmias, hypovolaemia and aortic 
dissection [30].
Rapid blood pressure reduction in acute ischaemic stroke reduces the cerebral blood flow 
thereby increasing the area of cerebral infarction and worsening neurological outcome [31]. For 
over three decades, there has been a controversy regarding the treatment of high blood pres-
sure in the setting of acute ischaemic stroke [32, 33]. Some studies have observed a U-shaped 
relationship between the admission blood pressure and good clinical outcomes, with an opti-
mal systolic blood pressure ranging from 121 to 200 mm Hg and diastolic blood pressure rang-
ing from 81 to 110 mm Hg [34]. High blood pressure should not be treated in the first 24 hours 
after ischaemic stroke unless the systolic blood pressure is greater than 220, the diastolic blood 
pressure is greater than 120, the mean arterial blood pressure is greater than 130 mmHg or 
there are associated complications such as presence of myocardial infarction, aortic dissection 
or heart failure. At such times, the goal would be to reduce the blood pressure by 15%.
Recommendations for blood pressure control have been established regarding patients 
undergoing fibrinolytic therapy. The recommendations include a gradual approach to reduc-
ing the pressure below 185/110 mm Hg to qualify for fibrinolytic therapy with intravenous 
recombinant tissue plasminogen activator (rt-PA). Once intravenous (rt-PA) is given, the 
blood pressure must be maintained below 180/105 mm Hg to reduce the risk of intracerebral 
haemorrhage [16].
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Antihypertensives given when considering re-perfusion therapy include IV Labetalol 
10–20 mg over 1–2 minutes, may be repeated once, IV Nicardipine 5 mg/h, titrating up by 
2.5 mg/h every 5–15 minutes, maximum 15 mg/h; when desired BP is reached, adjust to main-
tain proper BP levels. Other drugs such as hydralazine, enalaprilat, etc. may be considered 
where necessary. Do not administer rt-PA if the blood pressure is not maintained at or below 
185/110 mm Hg. Blood pressure should be monitored every 15 minutes for 2 hours from the 
start of rt-PA therapy, then every 30 minutes for 6 hours, and then every hour for 16 hours. If 
the blood pressure still remains uncontrolled or diastolic BP >140 mm Hg, consider IV sodium 
nitroprusside [16].
5.5. Management of blood sugar
Hyperglycaemia occurs in about 20–40% of acute stroke patients with no previous diagnosis 
of diabetes mellitus [35]. There is overwhelming clinical evidence that correlates hypergly-
caemia at the onset of acute ischaemic stroke with a negative outcome [36]. Hyperglycaemia 
influences neuronal damage by encouraging anaerobic metabolism and lactic acidosis within 
the ischaemic tissue, thus worsening outcome and heightening the risk of haemorrhagic trans-
formation after thrombolysis [37]. Hyperglycaemia should be treated with insulin to achieve 
a blood sugar control between 7.7 and 10.0 mmol/l with close monitoring to avoid hypogly-
caemia [16]. Insulin is indicated in the treatment of hyperglycaemia in acute ischaemic stroke 
because of its ability to reduce neuronal necrosis regardless of its effect on glucose levels [38].
5.6. Temperature control
About one third of patients presenting with stroke develop fever in the first few hours after 
stroke onset [39]. Increased body temperature of 37.5°C is associated with poor neurological 
outcome secondary to increased free radical production, increased metabolic demands and 
increased release of neurotransmitters [39, 40].
The source of the fever should be determined. Some of the possible causes of the fever include 
aspiration pneumonia and other respiratory infections, urinary tract infections or line infec-
tions, infective endocarditis, deep vein thrombosis/pulmonary embolism and cocaine intoxi-
cation. The guideline for the early management of acute ischaemic stroke recommends the 
lowering of temperature during the acute stroke period. Fever is managed strictly with anti-
pyretics and appropriate antibiotics given if infection is suspected. The most frequently used 
antipyretic is acetaminophen. Aspirin, ibuprofen and indomethacin have also been consid-
ered in patients with reduced risk of bleeding [41].
5.7. Antiplatelet therapy
The commonly used antiplatelets include aspirin, clopidogrel and dipyridamole. The use of 
aspirin in acute ischaemic stroke was examined in CAST (the Chinese Acute Stroke Trial) and 
IST (the International Stroke Trial). In IST study, aspirin at a dose of 300 mg/day was found 
to reduce stroke recurrence within the first 14 days with no effect on early mortality. In the 
CAST study, aspirin 160 mg/day reduced the risk of recurrence and mortality in the first 
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28 days. Clopidogrel at a dose of 75 mg was found to have a risk reduction of 8.7% in the pre-
vention of cerebrovascular and cardiovascular events [42]. Various studies have shown that 
the combination of dipyridamole and aspirin is superior to aspirin alone as an antithrombotic 
therapy after cerebral ischemia of arterial origin [43, 44].
5.8. Anticoagulant therapy
Heparin is not indicated for routine use in the treatment of acute ischaemic stroke. Some of 
the indications for its use include cerebral venous thrombosis, acute infarct with high grade 
carotid stenosis, cardiogenic emboli with high risk of recurrence, hypercoagulable states such 
as protein C deficiency, protein S deficiency, antithrombin III deficiency and antiphospho-
lipid antibody syndrome. Other anticoagulants include warfarin which is useful in the pre-
vention of stroke recurrence in atrial fibrillation patients [45]. Dabigatran has also been found 
to reduce the occurrence of stroke among non-valvular atrial fibrillation patients [46].
5.9. Statins
Statins have been observed to be efficacious in both primary and secondary prevention of 
stroke independent of cholesterol levels. This might be due to other beneficial effects of statins 
such as stabilization of atherosclerotic plaques, improvement of endothelial function, antioxi-
dant properties, increased nitric oxide bioavailability, inhibition of inflammatory responses 
and immunomodulatory actions [47, 48]. The use of Statin early in stroke patients has been 
found to be strongly associated with improved post stroke survival, and discontinuation of 
statin, even for a brief period, has been associated with worsened survival [49].
6. Thrombolysis
The goal of reperfusion therapy for acute ischaemic stroke is prompt restoration of blood flow 
to regions of brain that are ischemic but not yet infarcted. This reduces the volume of brain 
damage, reduces oedema and improves outcome. The use of intravenous recombinant tissue 
plasminogen activator was approved by the US FDA in 1996 for use in acute ischaemic stroke 
patients presenting within 3 hours of stroke onset [50]. Its use is associated with favourable 
outcomes although increased risk of intracranial haemorrhage has been observed [16].
Intravenous recombinant tissue plasminogen activator (IV rt-PA) is administered when an 
acute stroke patient meets all of the inclusion criteria and none of the absolute exclusion cri-
teria. The dose of the IV rt-PA is 0.9 mg/kg (maximum dose 90 mg). Infuse 0.9 mg/kg over 
60 minutes, with 10% of the dose given as a bolus over one minute. Patient should be admitted 
into the intensive care unit or stroke unit for close monitoring. The infusion should be dis-
continued if the patient develops severe headache, acute hypertension, nausea, or vomiting 
or has a worsening neurological examination. An emergent CT scan should be requested for. 
Blood pressure monitoring and neurological assessment are carried out every 15mins during 
and after the administration of the IV rt-PA infusion for 2 hours, then every 30 minutes for 
6 hours, then hourly until 24 hours after IV rt-PA treatment [16].
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Inclusion criteria
 Diagnosis of ischemic stroke causing measurable neurological deficit
 Onset of symptoms <3 hours before beginning treatment
 Aged ≥18 years
Exclusion criteria
 Significant head trauma or prior stroke in previous 3 months
 Symptoms suggest subarachnoid haemorrhage
 Arterial puncture at non-compressible site in previous 7 days
 History of previous intracranial haemorrhage
 Intracranial neoplasm, arteriovenous malformation, or aneurysm
 Recent intracranial or intraspinal surgery
 Elevated blood pressure (systolic >185 mm Hg or diastolic >110 mm Hg)
 Active internal bleeding
 Acute bleeding diathesis, including but not limited to
 Platelet count <100,000/mm3
 Heparin received within 48 hours, resulting in abnormally elevated aPTT greater than the upper limit of normal
Relative exclusion criteria
 Recent experience suggests that under some circumstances—with careful consideration and weighting of risk 
to benefit—patients may receive fibrinolytic therapy despite 1 or more relative contraindications. Consider risk to 
benefit of IV rt-PA administration carefully if any of these relative contraindications are present:
 Only minor or rapidly improving stroke symptoms (clearing spontaneously)
 Pregnancy
 Seizure at onset with postictal residual neurological impairments
 Major surgery or serious trauma within previous 14 days
 Recent gastrointestinal or urinary tract haemorrhage (within previous 21 days)
 Recent acute myocardial infarction (within previous 3 months)
Adapted from Guidelines for the early management of patients with acute ischaemic stroke. Stroke 2013.
The checklist includes some FDA-approved indications and contraindications for administration of IV rt-PA for acute 
ischemic stroke. Recent guideline revisions have modified the original FDA-approved indications. A physician with 
expertise in acute stroke care may modify this list.
Onset time is defined as either the witnessed onset of symptoms or the time last known normal if symptom onset was 
not witnessed.
In patients without recent use of oral anticoagulants or heparin, treatment with IV rt-PA can be initiated before 
availability of coagulation test results but should be discontinued if INR is >1.7 or PT is abnormally elevated by local 
laboratory standards.
In patients without history of thrombocytopenia, treatment with IV rt-PA can be initiated before availability of platelet 
count but should be discontinued if platelet count is <100,000/mm3.
aPTT indicates activated partial thromboplastin time; CT, computed tomography; ECT, ecarin clotting time; FDA, Food 
and Drug Administration; INR, international normalized ratio; IV, intravenous; PT, partial thromboplastin time; rt-PA, 
recombinant tissue plasminogen activator; and TT, thrombin time.
Table 1. Inclusion and exclusion characteristics of patients with ischemic stroke who could be treated with IV rtPA 
within 3 hours from symptom onset.
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Placement of nasogastric tubes, indwelling bladder catheters, or intra-arterial pressure cath-
eters should be delayed if the patient can be safely managed without them. A follow-up CT 
or MRI scan should be obtained at 24 hours after IV rt-PA before commencing anticoagulants 
or antiplatelets (Tables 1 and 2).
7. Endovascular treatments
This modality of treatment for acute ischaemic stroke is fast emerging. Mechanical clot 
retrieval with MERCI device (Mechanical Embolus Removal in Cerebral Ischaemia) has 
been employed. Other interventions have included mechanical clot aspiration with the 
Penumbra system. The Penumbra System (PS) is a new embolectomy device specifically 
designed to remove the thrombus in acute ischemic stroke secondary to large vessel 
thromboembolism. The device removes the thrombus through two mechanisms: aspira-
tion and extraction [16]. Earlier trials, Trevo versus Merci Retrievers for Thrombectomy 
Revascularization of Large Vessel Occlusions in Acute Ischaemic Stroke (TREVO 2) and 
SWIFT, showed significantly higher recanalization rates associated with stent retriever 
devices compared to the first generation Merci Retriever [51, 52].
8. Complications
Patients who have sustained a stroke are prone to developing complications. About 30–60% of 
patients after acute ischaemic stroke develop these complications. The most frequent compli-
cations include respiratory and urinary tract infections, deep vein thrombosis (DVT) and pul-
monary embolism (PE) [53]. Pulmonary embolism occurs in about 10% of patients post stroke. 
Deep vein thrombosis and pulmonary embolism tend to occur in the first three months post 
Inclusion criteria
 Diagnosis of ischemic stroke causing measurable neurological deficit
 Onset of symptoms within 3 to 4.5 hours before beginning treatment
Relative exclusion criteria
 Aged >80 years
 Severe stroke (NIHSS>25)
 Taking an oral anticoagulant regardless of INR
 History of both diabetes and prior ischemic stroke
INR indicates international normalized ratio; IV, intravenous; NIHSS, National Institutes of Health Stroke Scale; and 
rt-PA, recombinant tissue plasminogen activator.
Table 2. Additional inclusion and exclusion characteristics of patients with acute ischemic stroke who could be treated 
with IV rt-PA within 3 to 4.5 hours from symptom onset.
Essentials of Accident and Emergency Medicine236
stroke with an incidence of 2.5% and 1.2% respectively [54]. The risk of DVT/PE is increased 
in immobile and elderly patients with severe stroke [55]. Pressure sores are also common 
and have been attributed to poor nursing care. Stroke patients should therefore be turned 
frequently at 2-hourly interval to prevent this complication. Water bed can also be used.
9. Conclusion
Ischaemic stroke remains the commonest type of stroke worldwide. Its successful treatment 
is dependent on prompt restoration of blood flow to the penumbral tissue. Other supportive 
therapies have also been helpful in ensuring a favourable outcome. This was an overview of 
the management of the condition.
10. Intracerebral haemorrhage (ICH)
10.1. Introduction
This refers to bleeding into the brain parenchyma. Intracerebral haemorrhage is a devastating 
disease with increased morbidity and mortality constituting 15% of all stroke types [56, 57]. 
Factors associated with increased mortality include large clots, low Glasgow Coma Scale score, 
intraventricular haemorrhage and haematoma expansion. The causes of haematoma growth 
include a past history of stroke, liver disease, hyperglycaemia and hypertension [58]. The com-
mon sites for ICH include the basal ganglia, thalamus, brain stem and the cerebellum.
10.2. Causes
Causes of ICH have been classified into primary and secondary. Hypertension remains the most 
common modifiable risk factor for the development of ICH [59, 60] while cerebral amyloid angi-
opathy is the second most frequent risk factor in ICH leading to lobar haemorrhages . Other risk 
factors include increasing age, anticoagulation therapy, AV malformations, and aneurysms [61].
10.3. Clinical features
The symptoms are usually sudden in onset; most times occurring during exercise or emotional 
stress although it can also occur during routine activity [61, 62]. It is difficult, on the basis of 
clinical presentation, to distinguish ICH from ischaemic stroke as they may look similar.
Presentation of ICH differs depending on the size and location of the ICH. Symptoms that 
may suggest ICH include severe headache, vomiting, seizures, reduced level of conscious-
ness. Headache is more frequent in patients with large haematomas and has been attributed 
to raised intracranial pressure and traction on the meningeal pain fibres. Small, deep haema-
tomas rarely present with headache. [61]. About 15–23% of patients tend to have haematoma 
expansion and neurological deterioration in the first few hours of the event [63, 64].
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10.4. Assessment
According to the guideline on the emergency diagnosis and assessment of an ICH patient, the 
following should be done:
A baseline severity score should be performed as part of the initial evaluation of patients with 
ICH (Class 1; level of evidence B); rapid neuroimaging with CT or MRI is recommended to 
distinguish ischaemic stroke from ICH (Class 1, level of evidence A); Computed Tomography 
Angiography (CTA) and contrast-enhanced CT may be considered to help identify patients 
at risk for hematoma expansion (Class 11b, level of evidence B) and CTA, CT venography, 
contrast-enhanced CT, contrast-enhanced MRI, MR angiography and magnetic resonance 
venography, and catheter angiography can be useful to evaluate for underlying structural 
lesions including vascular malformations and tumours when there is clinical or radiological 
suspicion (Class 11a, level of evidence B).
10.4.1. Diagnosis
Rapid diagnosis is essential in the management of the condition. Deterioration in the first few 
hours after onset has been reported due to haematoma expansion [64].
Initial assessment will include stabilization of patient by maintaining the airway. General 
physical examination and quick neurological examination should be performed on all patients. 
Vital signs should be measured. Baseline severity scale score like ICH score, Glasgow coma 
scale (GCS), NIHSS should be employed. The ICH score is a simple clinical grading scale, reli-
able and validated for rapid evaluation of ICH severity [63].
10.5. Investigations
Brain non- contrast CT Scan (NCCT) - this is the goal standard in diagnosing ICH. It is con-
venient and highly sensitive in the detection of ICH [65]. Other useful information that can 
be extracted from NCCT includes the location of ICH, intraventricular bleed, hydrocephalus, 
early signs of herniation, lesional oedema, and midline shift. ICH volume, a strong predictor 
of outcome can also be estimated. Brain MRI can help in identifying the exact neuroanatomic 
site as well as the aetiology [66]. Other investigations are same as for ischaemic stroke.
10.6. Management
Airway management is similar to that of acute ischaemic stroke.
10.6.1. Peri-haematomal oedema
This occurs in the first few days after intracerebral haemorrhage. It is significantly associated 
with hematoma expansion, increased intracranial pressure, mass effect, midline shift and brain 
herniation leading to poor functional outcome of ICH [67–69]. Agents that can reduce peri-hae-
matomal oedema process provide protective effects for ICH. These include the use of osmotic 
diuretics such as Mannitol. Hypertonic saline can also be used. An earlier retrospective study 
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had reported rapid reversal of transtentorial herniation and decreased intracranial pressure 
with the use of 23.4% of hypertonic saline [70]. Another study had observed the superiority of 
hypertonic saline over mannitol in the treatment of increased intracranial pressure [71]. The 
routine use of mannitol in small ICH and asymptomatic peri-haematoma oedema should be 
discouraged.
10.6.2. Seizures
These are common in ICH occurring in up to 16% of the cases in the first week with most 
occurring at onset [72]. Lobar haematomas carry an increased risk of seizures than deep ICH 
[73]. A recent AHA/ASA guideline for management of spontaneous ICH recommend the 
use of antiepileptic drugs only in patients with clinical seizures and those with depressed 
mental status found to have electrographic seizures on EEG [74]. Drugs that have been used 
include intravenous Lorazepam (0.05–0.1 mg/kg), fosphenytoin (or Phenytoin 15-20 mg/kg), 
and valproic acid (15-45 mg/kg).
10.6.3. Hyperglycaemia
Hyperglycaemia at presentation portends a worse outcome. This is independent of diabetes 
mellitus [75]. Treatment involves the use of Insulin. Hypoglycaemia should be avoided.
10.6.4. Deep vein thrombosis
Symptomatic deep vein thrombosis occurs in 1–5% of patients with ICH with pulmonary 
embolism occurring in about 0.5–2% of such cases. It is therefore crucial to prevent both DVT 
and PE [76]. Prophylaxis for DVT includes the use of intermittent pneumatic compression 
devices (IPC) or compression stockings if IPC devices are not available. Subcutaneous low-
dose unfractionated heparin can be used when the intracranial bleeding has been controlled 
within 48 hours of the admission [74].
10.6.5. Blood pressure
Lowering of blood pressure in the setting of ICH has been frequently practiced to reduce 
haematoma growth. However, the association between elevated BP and hematoma expan-
sion remains controversial. An increasing blood pressure has been associated with hae-
matoma expansion. The AHA/ASA guidelines recommend mean arterial Pressure of 
130 mmHg. Titratable antihypertensive drugs such as Intravenous Labetalol (10–20 mg 
IV bolus, can be repeated up to max of 60 mg) and Nicardipine (5 mg/h up to 15 mg/h) 
are often used in acute ICH. Nitroprusside should be avoided because of its tendency to 
increase ICP.
10.6.6. Fever
This is a frequent occurrence in patients with ICH especially in those with intraventricular 
extension. Patients with persistent fever after ICH tend to have a worse prognosis [77].
Emergency Management of Acute Ischaemic Stroke
http://dx.doi.org/10.5772/intechopen.75305
239
10.6.7. Haemostatic therapy
The outcome of ICH is made worse by coagulopathy as this causes expansion of haematoma. 
Coagulopathy should therefore be reversed. Intravenous Vitamin K 10 mg and fresh frozen 
plasma 20 ml/kg can be given to patients with Warfarin related ICH. Alternatives to fresh fro-
zen plasma include prothrombin complex concentrate and activated factor VII (Novoseven) 
[78]. Although recombinant factor VIIa was shown to be efficacious in reducing haematoma 
growth in phase II trial, it failed to demonstrate consistency in efficacy in subsequent trials. It 
is often used in patients with ICH associated haemophilia.
10.6.8. Intraventricular haemorrhage and hydrocephalus
About 45% of patients with intracerebral haemorrhage (ICH) develop intraventricular haem-
orrhage (IVH). ICH often predicts a poor outcome. There are two types of IVH; the primary 
–confined to the ventricles and secondary due to extension of an ICH. Secondary IVH is the 
commonest and is related to haemorrhages from hypertension involving the basal ganglia 
and the thalamus [79]. Treatment involves the use of intraventricular administration of rt-PA 
or urokinase. This was found to reduce mortality and morbidity by increasing blood clear-
ance and clot lysis [80]. Unfortunately, the procedure was not without the risk of intracranial 
bleeding [81]. Other treatment options included an endoscopic surgical evacuation and ven-
triculostomy, ventriculoperitoneal shunting or lumbar drainage for hydrocephalus [82–84].
10.6.9. Surgical intervention
Controversies exist over the role of surgical haematoma evacuation. The International Surgical 
Trial in Intracerebral haemorrhage (ISTICH) and subsequent STICH 11 demonstrated no improve-
ment for early haematoma evacuation in patients with supratentorial ICH [85, 86]. However 
in subgroup analysis, patients with superficial haematomas were more prone to a favourable 
outcome when managed surgically compared to deep ICH. In contrast to supratentorial hae-
matomas, cerebellar ICH is a neurosurgical emergency requiring urgent evacuation as rapid 
deterioration can occur in the first 24 hours of onset. Indications for surgical intervention include 
haemorrhages greater than 3 cm and those with brainstem compression or hydrocephalus [87].
10.7. Stroke recovery and rehabilitation
Advancement in the treatment of acute stroke and the establishment of dedicated stroke units 
has led to an increase in the survival of stroke patients. Many of the survivors experience per-
sistent difficulty in their activities of daily living. Moderate functional impairment has been 
observed in 40% of stroke patients with about 15–30% having severe disability [88]. Early initia-
tion of effective rehabilitation post stroke has been found to enhance recovery process and min-
imize functional disability. Stroke rehabilitation is therefore crucial for recovery post stroke.
The services of rehabilitation involve a multidisciplinary approach comprising healthcare 
providers with training in neurology, rehabilitation nursing, physical therapy, occupational 
therapy and speech and language therapy. Other health professionals who play key roles in 
rehabilitation include social workers, psychologists, psychiatrists and counselors [89].
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Stroke rehabilitation usually commences during the acute hospitalization when the patient 
has been stabilized medically and neurologically. The major concern in the acute phase are 
prevention of a recurrent stroke, prevention of complications, mobilizing the patient, pro-
moting resumption of activities of daily living as well as providing emotional support to 
the patient and family. Thereafter the focus shifts to evaluation and recovery of any residual 
physical and cognitive deficits [90].
A patient with stroke is at risk of developing joint and muscle contractures. The reasons for 
this are multifactorial and include hemiparesis, impaired sensation, reduced level of con-
sciousness, older age, incontinence and pressures sores. Early rehabilitation can reduce the 
contractures.
10.8. Conclusion
Recent advances in neuroimaging, organized stroke care, dedicated Neuro-ICUs, medical and 
surgical management have changed the management of ICH. Early airway protection, blood 
pressure control, rapid reversal of coagulopathy and surgical intervention may increase the 
chance of survival for patients with severe ICH.
Author details
Ekanem Philip-Ephraim
Address all correspondence to: nneninge@yahoo.com
University of Calabar Teaching Hospital, Calabar, Nigeria
References
[1] Hill MD, Liebeskind DS, Roberts S. Case fatality rates after hospital admission for stroke. 
BMJ. 2003;326:1085-1086
[2] Jones MR, Horner RD, Edwards LJ, Hoff J, Armstrong SB, Smith-Hammond CA, et al. 
Racial variation in initial stroke severity. Stroke. 2000;31:563-567
[3] Gillum RF. Stroke mortality in blacks: Disturbing trends. Stroke. 1999;30:1711-1715
[4] Feigin VL, Lawes CM, Bennett DA, Anderson CS. Stroke epidemiology: A review of 
population-based studies of incidence, prevalence, and case fatality in the late 20th cen-
tury. Lancet Neurology. 2003;2:43-53
[5] Welch KMA. Statins for the prevention cerebrovascular disease: The rationale for robust 
intervention. European Heart Journal Supplements. 2004;s6:c34-c42
[6] Bath PM, Lees KR. ABC of arterial and venous disease: Acute stroke. BMJ. 2000;320:920-923
Emergency Management of Acute Ischaemic Stroke
http://dx.doi.org/10.5772/intechopen.75305
241
[7] Warlow CP. Epidemiology of stroke. Lancet. 1998;352:1-4
[8] Romero JR, Morris J, Pikula A. Stroke prevention: Modifying risk factors. Therapeutic 
Advances in Cardiovascular Disease. 2008;2(4):287-303
[9] Hankey GJ. Preventable stroke and stroke prevention. Journal of Thrombosis and Hae-
mostasis. 2005;3:1638-1645
[10] Sani M, Lacey J, Rudd A, et al. The management of stroke. Hospital Pharmacist. 2002;9: 
37-41
[11] Diener H, Wong P. Developments in secondary stroke prevention. European Neurologi-
cal Review. 2008;3(2):50-57
[12] Adams HP. Secondary prevention of Atherothrombotic events after ischaemic stroke. 
Mayo Clinic Proceedings. 2009;84(1):43-51
[13] Goldstein LB, Simel DL. Is this patient having a stroke? Journal of the American Medical 
Association. 2005;293(19):2391-2402
[14] Goldstein LB. Modern medical management of acute ischaemic stroke. Methodist 
DeBakey Cardiovascular Journal. 2014;10(2):99-104
[15] Lyden P, Raman R, Liu L, Emr M, Warren M, Marier J. National Institute of health stroke 
scale certification is reliable across multiple venues. Stroke. 2009;40:2507-2511
[16] Jauch EC, Saver JC, Adams HP, Bruno A, Connors JJ, et al. Guidelines for the early man-
agement of patients with acute ischaemic stroke. Stroke. 2013;44:870-947
[17] Ay H, Koroshetz WJ, Benner T, Vangel MG, Melinosky C, Arsava EM, Ayata C, et al. 
Neuroanatomy correlates of stroke-related myocardial injury. Neurology. 2006;66: 
1325-1329
[18] Cui Y, Ren H, Lee C, Li S, et al. Characteristics of elevated cardiac Troponin I in patients 
with acute ischaemic stroke. Journal of Geriatric Cardiology. 2017;14(6):401-406
[19] Milhaud D, Popp J, Thouvenot E, Heroum C, Bonafe A. Mechanical ventilation in isch-
aemic stroke. Journal of Stroke and Cerebrovascular Diseases. 2004;13:183-188
[20] Singhai AB. Oxygen therapy in stroke: Past, present and future. International Journal of 
Stroke. 2006;1(4):191-200
[21] Chan YY, Katz M, Moskowitz A, et al. Supplemental oxygen delivery to suspected stroke 
patients in pre hospital and emergency department setting. Medical Gas Research. 
2014;4:16
[22] Grotta J, Pasteur W, Khwaja G, Hamel T, Fisher M, Ramirez A. Elective intubation for 
neurologic deterioration after stroke. Neurology. 1995;45(4):640-644
[23] Britton M, Carlsson A, de Faire U. Blood pressure course in patients with acute stroke 
and matched controls. Stroke 1986;17:861-864.
[24] Willmot M, Leonardi-Bee J, Bath PMW. High blood pressure in acute stroke and subse-
quent outcome: A systematic review. Hypertension. 2004;43:18-24
Essentials of Accident and Emergency Medicine242
[25] Appleton JP, Sprigg N, Bath PM. Blood pressure management in acute stroke. Stroke 
and vascular. Neurology. 2016;1:e000020
[26] Chamorro A, Amaro S, Vargas M, et al. Catecholamines, infection and death in acute isch-
aemic stroke. Journal of the Neurological Sciences. 2007;252:29-35
[27] Alqadri SL, Sreenivasan V, Qureshi AI. Acute hypertensive response management in 
patients with acute stroke. Current Cardiology Reports. 2013;15:426
[28] Fodstad H, Kelly PJ, Buchfelder M. History of Cushing reflex. Neurosurgery. 2006;59: 
1132-1137
[29] Robinson TG, James M, Youde J, et al. Cardiac baroreceptor sensitivity is impaired after 
acute stroke. Stroke. 1997;28:1671-1676
[30] Sprigg N, Bath PMW. Management of blood pressure in acute stroke. Practical Neurology. 
2005;5:218-223
[31] Owens WB. Blood pressure control in acute cerebrovascular disease. Journal of Clinical 
Hypertension. 2011;13:205-211
[32] Spence JD, Del Maestro RF. Hypertension in acute ischaemic strokes. Archives of Neuro-
logy. 1985;42:1000-1002
[33] Yatsu FM, Ziyin J. Hypertension in acute ischaemic strokes. Archives of Neurology. 
1985;42:999-1000
[34] Vemmos KN, Tsivgoulis G, Spengos K, Zakopoulos N, et al. U-shaped relationship 
between mortality and admission blood pressure in patients with acute stroke. Journal 
of Internal Medicine. 2004;255:257-265
[35] Kiers L, Davis SM, Larkins R, Hopper J, Tress B, Rossiter SC, Carlin J, Ratnaike S. 
Stroke topography and outcome in relation to hyperglycemia and diabetes. Journal of 
Neurology, Neurosurgery, and Psychiatry. 1992;55:263-270
[36] Baker L, Juneja R, Bruno A. Management of hyperglycaemia in acute ischemic stroke. 
Current Treatment Options in Neurology. 2011;13(6):616-628
[37] Yip PK, He YY, Hsu CY, Garg N, Marangos P, Hogen EL. Effect of plasma glucose on 
infarct size in focal cerebral ischemia-reperfusion. Neurology. 1991;41:899-905
[38] Voll CL, Auer RN. Insulin attenuates ischemic brain damage independent of its hypogly-
cemic effect. Journal of Cerebral Blood Flow and Metabolism. 1991;11:1006-1014
[39] Azzimondi G, Bassein L, Nonino F, Fiorani L, et al. Fever in acute stroke worsens prog-
nosis: A prospective study. Stroke. 1995;26:2040-2043
[40] Prasad K, Krishnan PR. Fever is associated with doubling of odds of short-term mortal-
ity in ischemic stroke: An updated meta-analysis. Acta Neurologica Scandinavica. 2010; 
122:404-408
[41] Wrotek SE, Kozak WE, Hess DC, Fagan SC. Treatment of fever after stroke: Conflicting 
evidence. Pharmacotherapy. 2011;31(11):1085-1091
Emergency Management of Acute Ischaemic Stroke
http://dx.doi.org/10.5772/intechopen.75305
243
[42] CAPRIE Steering Committee. A randomised, blinded, trial of clopidogrel versus aspirin 
in patients at risk of ischaemic events (CAPRIE). Lancet. 1996;348(9038):1329-1339
[43] Halkes PH, van Gijn J, Kappelle LJ, Koudstaal PJ, Algra A. Aspirin plus dipyridamole 
versus aspirin alone after cerebral ischaemia of arterial origin (ESPRIT): Randomised 
controlled trial. ESPRIT Study Group, Lancet. 2006;367(9523):1665-1673
[44] Diener HC, Cunha L, Forbes C, Sivenius J, Smets P, Lowenthal A. European Stroke 
Prevention Study. 2. Dipyridamole and acetylsalicylic acid in the secondary prevention 
of stroke. Journal of the Neurological Sciences. 1996;143(1-2):1-13
[45] Adjusted-dose warfarin versus low-intensity. Fixed-dose warfarin plus aspirin for 
high-risk patients with atrial fibrillation. Stroke Prevention in Atrial Fibrillation III ran-
domised clinical trial. Lancet. 1996;348(9028):633-638
[46] Connolly SJ, Ezekowitz MD, Yusuf S, Eikelboom J, Oldgren J, Parekh A, Pogue J, Reilly 
PA, Themeles E, Varrone J, Wang S, Alings M, Xavier D, Zhu J, Diaz R, Lewis BS, Darius 
H, Diener HC, Joyner CD, Wallentin L. Dabigatran versus warfarin in patients with 
atrial fibrillation.RE-LY steering committee and investigators. The New England Journal 
of Medicine. 2009 17;361(12):1139-1151
[47] Hong K, Lee JS. Statins in acute ischaemic stroke: A systematic review. Journal of Stroke. 
2015;17(3):282-301
[48] Montecucco F, Quercioli A, Mrabelli-Badenier M, et al. Statins in the treatment of acute 
ischaemic stroke. Current Pharmaceutical Biotechnology. 2012;13(1):68-76
[49] Flint AC, Kamel H, Navi BB, Rao VA, et al. Statin use during ischaemic stroke hospitaliza-
tion is strongly associated with improved Poststroke survival. Stroke. 2012;43(1):147-154
[50] The National Institute of Neurological Disorders and Stroke rt-PA Stroke Study Group. 
Tissue plasminogen activator for acute ischemic stroke. The New England Journal of 
Medicine. 1995;333:1581-1587
[51] Saver J, Jahan R, Levy E, et al. Solitaire flow restoration device versus the Merci retriever 
in patients with acute ischaemic stroke (SWIFT): A randomized parallel-group, non-
inferiority trial. Lancet. 2012;380:1241-1249
[52] Nogueira R, Lutsep H, Gupta R, et al. Trevo versus Merci retrievers for thrombectomy 
revascularisation of large vessel occlusions in acute ischaemic stroke (TREVO 2): A ran-
domised trial. Lancet. 2012;380:1231-1240
[53] Kumar S, Selim MH, Caplan LR. Medical complications after stroke. Lancet Neurology. 
2010;9(1):105-118
[54] Indredavik B, Rohweder G, Naalsund E, Lydersen S. Medical complications in a com-
prehensive stroke unit and an early supported discharge service. Stroke. 2008;39:414-420
[55] Desmukh M, Bisignani M, Landau P, Orchard TJ. Deep vein thrombosis in rehabilitating 
stroke patients: Incidence, risk factors and prophylaxis. American Journal of Physical 
Medicine & Rehabilitation. 1991;70:313-316
Essentials of Accident and Emergency Medicine244
[56] Gebel JM, Broderick JP. Intracerebral haemorrhage. Neurologic Clinics. 2000;18(2):419-438
[57] Taylor CL, Selman WR, Ratcheson RA. Brain attack: The emergent management of 
hypertensive haemorrhage. Neurosurgery Clinics of North America. 1997;8:237-244
[58] Kazui S, Minematsu K, Yamamoto H, Sawada T, Yamaguchi T. Predisposing factors to 
enlargement of spontaneous intracerebral hematoma. Stroke. 1997;28:2370-2375
[59] Feldstein CA. Early treatment of hypertension in acute ischaemic and intracerebral 
haemorrhagic stroke: Progress achieved, challenges and perspectives. Journal of the 
American Society of Hypertension. 2014;8(3):192-202
[60] Carpenter AM, Singh IP, Gandhi CD, Prestigiacomo CJ. Genetic risk factors for sponta-
neous intracerebral haemorrhage. Nature Reviews. Neurology. 2016;12(1):40-49
[61] An SJ, Kim TJ, Yoon B. Epidemiology risk factors and clinical features of Intracerebral 
haemorrhage: An update. Journal of Stroke. 2017;19(1):3-10
[62] Kim KS, Brophy GM. Symptomatic venous thromboembolism: Incidence and risk fac-
tors in patients with spontaneous or traumatic intracranial hemorrhage. Neurocritical 
Care. 2009;11:28-33
[63] Hemphill JC, Bonovich DC, Besmertis L, Manley GT, Johnson SC. The ICH score: A 
simple, reliable grading scale for intracerebral hemorrhage. Stroke. 2001;32(4):891-897
[64] Rodriguez-Luna D, Pineiro S, Rubiera M, et al. Impact of blood pressure changes and 
course on haematoma growth in acute intracerebral haemorrhage. European Journal of 
Neurology. 2013;20:1277-1283
[65] Macellari F, Paciaroni M, Agnellia G, Caso V. Neuroimaging in intracerebral haemor-
rhage. Stroke. 2014;45(3):903-908
[66] Rabinstein AA, Resnick SJ. Practical Neuroimaging in Stroke: A Case-Based Approach. 
Philadelphia: Saunders/Elsevier; 2009
[67] Arima H, Wang JG, Huang Y, et al. Significance of perihematomal edema in acute intra-
cerebral hemorrhage: The INTERACT trial. Neurology. 2009;73:i963-i968
[68] Murthy SB, Moradiya Y, Dawson J, et al. Perihematomal edema and functional out-
comes in intracerebral hemorrhage: Influence of hematoma volume and location. Stroke. 
2015;46:3088-3092
[69] Yang J, Arima H, Wu G, et al. Prognostic significance of perihematomal edema in acute 
intracerebral hemorrhage: Pooled analysis from the intensive blood pressure reduction 
in acute cerebral hemorrhage trial studies. Stroke. 2015;46:1009-1013
[70] Koenig MA, Bryan M, 111 LJL, et al. Reversal of transtentorial herniation with hyper-
tonic saline. Neurology. 2008;70:1023-1029
[71] Kamel H, Navi BB, Nakagawa K, et al. Hypertonic saline versus mannitol for the treat-
ment of elevated intracranial pressure: A meta-analysis of randomized clinical trials. 
Critical Care Medicine. 2011;39:554-559
Emergency Management of Acute Ischaemic Stroke
http://dx.doi.org/10.5772/intechopen.75305
245
[72] De Herdt V, Dumont F, Henon H, et al. Early seizures in intracerebral hemorrhage: 
Incidence, associated factors and outcome. Neurology. 2011;77:1794-1800
[73] Passero S, Rocchi R, Rossi S, Ulivelli M, Vatti G. Seizures after spontaneous supratento-
rial intracerebral hemorrhage. Epilepsia. 2002;43(10):1175-1180
[74] Morgenstem L, Hemphill C, Anderson C, Berker K, Broderick JP, Connoly ES, et al. 
Guidelines for the management of spontaneous intracerebral hemorrhage. A guide-
line for healthcare professionals from the American Heart Association/American stroke 
association. Stroke. 2010;41:2108-2129
[75] Passero S, Ciacci G, Ulivelli M. The influence of diabetes and hyperglycemia on clinical 
course after intracerebral hemorrhage. Neurology. 2003;61:1351-1356
[76] Goldstein JN, Fazen LE, Wendell L, et al. Risk of thromboembolism following acute 
intracerebral hemorrhage. Neurocritical Care. 2009;10:28-34
[77] Schwarz S, Hafner K, Aschoff A, et al. Incidence and prognostic significance of fever fol-
lowing intracerebral hemorrhage. Neurology. 2000;54:354-361
[78] Aguilar M, Brott TG. Update in Intracerebral Hemorrhage. The Neurohospitalist. 2011; 
1(3):148-159
[79] Hallevi H, Albright KC, Aronowski J, Barreto AD, Martin-Schild S, Khaja AM, Gonzales 
NR, Illoh K, Noser EA, Grotta JC. Intraventricular hemorrhage: Anatomic relationships 
and clinical implications. Neurology. 2008;70:848-852
[80] Fountas KN, Kapsalaki EZ, Parish DC, Smith B, Smisson HF, Johnston KW, Robinson JS. 
Intraventricular administration of rt-PA in patients with intraventricular hemorrhage. 
Southern Medical Journal. 2005;98:767-773
[81] Morgan T, Awad I, Keyl P, Lane K, Hanley D. Preliminary report of the clot lysis evalu-
ating accelerated resolution of intraventricular hemorrhage (CLEAR-IVH) clinical trial. 
Acta Neurochirurgica. 2008;105:217-220
[82] Horváth Z, Veto F, Balás I, Kumlautovér F, Dóczi T. Biportal endoscopic removal of 
a primary intraventricular hematoma: Case report. Minimally Invasive Neurosurgery. 
2000;43:4-8
[83] Yilmazlar S, Abas F, Korfali E. Comparison of ventricular drainage in poor grade patients 
after intracranial hemorrhage. Neurological Research. 2005;27:653-656
[84] Huttner HB, Schwab S, Bardutzky J. Lumbar drainage for communicating hydrocepha-
lus after ICH with ventricular hemorrhage. Neurocritical Care. 2006;5:193-196
[85] Mendelow AD, Gregson BA, Femandes HM, et al. Early surgery versus initial conserva-
tive treatment in patients with spontaneous supratentorial intracerebral haematomas 
in the international surgical trial in Intracerebral haemorrhage (STICH): A randomised 
trial. Lancet. 2005;365:387-397
Essentials of Accident and Emergency Medicine246
[86] Mendelow AD, Gregson BA, Rowan EN, et al. Early surgery versus initial conservative 
treatment in patients with spontaneous supratentorial lobar intracerebral haematomas 
(STICH II): A randomised trial. Lancet. 2013;382:397-408
[87] Broderick J, Connolly S, Feldmann E, et al. Guidelines for the management of spontane-
ous intracerebral haemorrhages in adults: 2007 update: A guideline from the American 
Heart Association/American Stroke Association stroke council, high blood pressure 
research council, and the quality of care and outcomes in research interdisciplinary 
working group. Stroke. 2007;38(6):2001-2023
[88] American Heart Association. Heart and Stroke Statistical Update—2005. Dallas, Tex: 
American Heart Association; 2004
[89] Winstein CJ, Stein J, Arena R, Bates B, Cherney LR, et al. Guidelines for adult stroke reha-
bilitation and recovery. In: A Guidelinefor Healthcare Professionals from the American 
Heart Association/American Stroke Association. 2016
[90] Duncan PW, Zorowitz R, Bates B, et al. Management of adult stroke rehabilitation care: 
A clinical practice guideline. Stroke. 2005;36:e100-e143
Emergency Management of Acute Ischaemic Stroke
http://dx.doi.org/10.5772/intechopen.75305
247

